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Abstract
Background: The costs and benefits of controlling nosocomial spread of antibiotic-resistant bacteria are unknown.
Methods: We developed a mathematical algorithm to determine cost-effectiveness of infection control programs and
explored the dynamical interactions between different epidemiological variables and cost-effectiveness. The algorithm
includes occurrence of nosocomial infections, attributable mortality, costs and efficacy of infection control and how
antibiotic-resistant bacteria affect total number of infections: do infections with antibiotic-resistant bacteria replace
infections caused by susceptible bacteria (replacement scenario) or occur in addition to them (addition scenario).
Methicillin-resistant Staphylococcus aureus (MRSA) bacteremia was used for illustration using observational data on S. aureus
bacteremia (SAB) in our hospital (n = 189 between 2001–2004, all being methicillin-susceptible S. aureus [MSSA]).
Results: In the replacement scenario, the costs per life year gained range from J 45,912 to J 6590 for attributable mortality
rates ranging from 10% to 50%. Using J 20,000 per life year gained as a threshold, completely preventing MRSA would be
cost-effective in the replacement scenario if attributable mortality of MRSA is $21%. In the addition scenario, infection
control would be cost saving along the entire range of estimates for attributable mortality.
Conclusions: Cost-effectiveness of controlling antibiotic-resistant bacteria is highly sensitive to the interaction between
infections caused by resistant and susceptible bacteria (addition or replacement) and attributable mortality. In our setting,
controlling MRSA would be cost saving for the addition scenario but would not be cost-effective in the replacement
scenario if attributable mortality would be ,21%.
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Introduction
Nosocomial infections caused by antibiotic-resistant bacteria,
such as methicillin-resistant Staphylococcus aureus (MRSA), pose a
global health care problem, resulting in direct costs associated with
increased health care consumption and indirect costs due to
morbidity and loss of life years [1–4]. There is considerable
geographic variation in incidence of such infections. Reported
MRSA rates among Staphylococcus aureus bloodstream infections are
still ,1% in countries with nationwide infection control policies
for MRSA, such as in Scandinavian countries and the Netherlands
[5], and have been as high as over 50% in countries without such
infection control programs (e.g. U.S.A.) [6,7] or where such
measures have been abandoned (e.g. United Kingdom) [8]. Yet,
such infection control strategies may affect quality of patient care
[9] and their effectiveness has not been unequivocally demon-
strated in settings with existing high endemic levels [10].
Costs and benefits of an infection control program are best
expressed in universal outcome measures, such as costs per (quality
adjusted) life year gained, but to the best of our knowledge, no
estimates of life years gained have been reported. In the present
study we developed a mathematical algorithm to determine cost-
effectiveness of containing infections with antibiotic-resistant
nosocomial pathogen. To illustrate its use and explore the
importance of several parameters we have applied the algorithm
to the MRSA epidemiology in our hospital, which had no case of
MRSA bacteremia between 1991 and 2004. The relevant
variables in this algorithm include the total number of S. aureus
bacteremias (SAB, which includes both MRSA and methicillin-
susceptible S. aureus (MSSA)), the attributable mortality due to
infection with a resistant pathogen (in this case MRSA), the costs
of infection control, the number of infections prevented (i.e.,
efficacy) and how antibiotic-resistant bacteria affect the total
number of SAB. Using available data from our hospital, and
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realistic ranges of estimates of the unknown variables, we explored
the effect of the epidemiological variables on the costs per life year
gained of our control policy.
Of note, a modeling approach always represents a huge
simplification of real life and is here used to demonstrate
differences across scenarios, rather than to precisely quantify
cost-effectiveness of infection control interventions. Hence, our
paper is not intended as an economic evaluation of our hospital
infection control policies, but merely as an exploration of the
dynamic interactions between important epidemiological param-
eters and cost-effectiveness of infection control policies.
Methods
Model design and parameters
A mathematical algorithm was developed (see Appendix S1 for
details), that included occurrence of nosocomial SAB, costs and
efficacy of infection control, attributable mortality, and the
interaction between MRSA and MSSA infection rates. We had
accurate estimates of the costs of the MRSA control policy in our
hospital [11], its efficacy during this period (being 100%),
incidence data of nosocomial SAB, and the characteristics of
patients developing nosocomial SAB. There is less certainty,
though, about the other variables in the algorithm: the attributable
mortality due to MRSA infection and how MRSA affect total
number of SAB. Estimates of attributable mortality of MRSA
bacteremia, as compared to MSSA, have ranged from 0% to 50%
[1–3,12–15]. The interaction between MRSA and MSSA
infection rates is also largely unknown. Some data suggest that
MRSA infections replace MSSA infections with no effects on the
total burden of Staphylococcus aureus infections (a scenario further
referred to as ‘‘replacement’’) [16,17]. Other reports suggest that
rising incidences of nosocomial MRSA infections add to the
incidence of MSSA infections, and that reductions in MRSA
infections (through intervention programs) leave MSSA infection
rates unaffected [8,18,19]. In this scenario (further referred to as
‘‘addition’’) emergence of MRSA would increase the total burden
of Staphylococcus aureus infections. Cost-effectiveness was determined
for different ranges of the two possible scenarios in which MRSA
either results in addition to or replaces cases of nosocomial MSSA
bacteremia and when both scenarios simultaneously occur. We
assumed that the proportion of MRSA bacteremia among SAB
with a less effective infection control strategy, would increase from
1% (as currently in the Netherlands [5]) up to 50% (as witnessed in
countries without a control policy [6,7]). The MRSA control
strategy is predominantly based on distancing carriers from non-
carriers to prevent exogenous transmission, and was, therefore,
assumed not to change MSSA bacteremia rates. Naturally,
eradication therapy for MRSA carriage could also reduce MSSA
infection rates [20], but this was only applied after hospital
discharge.
Setting
The University Medical Center in Utrecht, The Netherlands, is
a public teaching hospital with 1042 beds. Our MRSA policy is
based on the Dutch guideline [21] and includes isolation of all
patients colonized with MRSA and pre-emptive isolation of all
patients with high risks for colonization. In the latter, isolation
measures are discontinued when inventory cultures are negative. If
MRSA is unexpectedly found in a clinical culture, all contacts
(both patients and health care workers) are screened for MRSA
colonization. In case of an outbreak a ward may be temporarily
closed to new patients to prevent further spread. Eradication
therapy for MRSA carriage is only considered after hospital
discharge when patients are recovered with absence of wounds,
catheters etc. Our prevention strategy was 100% effective in
preventing MRSA bacteremia; because numbers of other MRSA
infections were negligible, these were not taken into account.
Data collection
All patients in our hospital with nosocomial SAB (defined as a
blood culture with S. aureus obtained more than 48 hours after
hospital admission) between 1 May 2001 and 30 April 2004 were
identified. Demographic and clinical information was, retrospec-
tively, determined from medical charts. The presence of
underlying chronic diseases such as chronic obstructive pulmonary
disease, diabetes mellitus, chronic renal insufficiency, cancer,
chronic cardiac disease and congenital anomalies was recorded.
For simplicity, we assumed a dichotomous comorbidity measure in
our analyses. Univariate logistic regression analysis was used to
determine whether age, gender and comorbidities were associated
with survival. Ethical approval was not required for this
retrospective case analysis.
Analyses
Using actual data of SAB incidence and costs of MRSA control
in our hospital, we calculated the costs per life year gained with
our MRSA policy. The total number of SAB equals the sum of
SAB caused by MSSA and MRSA. The difference between
observed mortality of SAB in our hospital and the estimated
mortality should a proportion of SAB episodes be caused by
MRSA, because of a less effective or no MRSA policy, represents
the crude number of lives gained with our infection control policy.
For those patients that survived SAB in our hospital, average
remaining life expectancy was determined using life tables from
Statistics Netherlands, which were adjusted for age. We assumed
that the presence of comorbidities decreases ones life expectancy
with 30% [22,23]. Effects (life years gained) were discounted at
1.5%, as recommended in the Netherlands [24]. The cost per life
year gained were subsequently calculated as the incremental costs
for infection prevention and additional length of hospital stay of
survivors, divided by the life years gained, for a period of one year
of executing Dutch MRSA policy.
Costs
The cost analysis was performed from a hospital perspective.
Costs include costs of infection prevention and incremental costs
due to increased length of stay of survivors. The annual costs of
MRSA infection control in our hospital were calculated in 2000
[11], being J 277,400, which included costs for microbiological
cultures, disposable infection prevention material, cleaning and
decontamination, loss of hospitalization days and surgical
procedures during outbreaks, temporary suspension of health care
workers from work and treatment of MRSA carriers. The costs
related to MRSA control in our hospital for the year 2000 have
been adapted to 2004 using the consumer price index as collected
by Statistics Netherlands and were for simplicity fixed at J
308,533 per year. The costs for additional length of hospital stay
attributable to SAB were calculated as the difference between the
costs for hospital stay after SAB had been diagnosed with the
infection control policy and the costs for hospital stay should SAB
have been diagnosed without the infection control policy. The
latter estimation was based on expected survival and death rates of
patients without infection control and the costs of hospital stay for
survivors and non-survivors as observed in the patients in our
hospital.
Costs of hospital stay were J 1684 and J 337 for an ICU and
non-ICU day, respectively, which are the general cost prices
Costs of Infection Control
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calculated by the Dutch Health Care Insurance Board (CVZ) for
2004 [24]. Costs were expressed in Euros and not discounted, as
all costs (infection prevention policy, hospitalization) are made in
one year.
Sensitivity analyses
We explored which uncertain variables were of most influence
on the cost-effectiveness in both scenarios (replacement or
addition). We have used a distribution of attributable mortality
of MRSA bacteremia as compared to MSSA bacteremia, from 0%
to 50% [1–3,12–15]. We varied the proportion of MRSA
bacteremia among SAB with a less effective or no infection
control strategy from 10% to 50%. Also we explored the outcome
with a less effective MRSA control policy, reducing MRSA
prevalence from 50% to 45%, up to 5%. Threshold analyses were
performed to determine break-even values for costs per life year
gained, i.e., when all costs of infection control plus all the costs
related to additional length of stay of surviving patients were
compensated by the savings due to less infections. For this
threshold analyses, the Dutch informal threshold of J 20,000 per
(quality adjusted) life year gained was used.
Results
Baseline characteristics
During the 3-year period, there were 189 patients with a
nosocomial SAB, all MSSA. 115 (61%) were male and ages of the
patients ranged from 0 months to 95 years (mean 39 years) with 48
(25%) infants. 117 (62%) patients had underlying comorbidity of
whom 75 (64%), 33 (28%) and 9 (8%) had one, two and three or
more chronic conditions, respectively. In 76 (40%) patients MSSA
bacteremia resulted from documented infected intravascular
devices. The all-cause in-hospital mortality of the patients was
16% (n= 30). Differences between surviving and succumbing
patients are presented in Table 1. In logistic regression analysis,
age was associated with in-hospital mortality (odds ratio 1.03, 95%
confidence interval 1.01–1.05, p = 0.002), the presence of gender
and comorbidities appeared non-significant.
Cost-effectiveness in the replacement and addition
scenario
In the replacement scenario, when the total burden of SAB
remains the same over time, while the prevalence of MRSA SAB
increases, there will always be incremental costs due to infection
control (Figure 1, Table 2). When MRSA would have no
attributable mortality there are no life years gained in the
replacement scenario and costs per life year gained would be
infinite. Considering the Dutch threshold value for cost-effective-
ness of J 20,000 per life year gained a MRSA infection control
strategy would be cost-effective when attributable mortality of
MRSA is $21% in the replacement scenario. In contrast, in the
addition scenario, the MRSA infection control policy reduces the
total absolute numbers of SAB and will always be cost-saving,
irrespective of attributable mortality (Figure 1, Table 2). Savings
increase with lower attributable mortality rates, as an increasing
number of SAB survivors generate higher additional health care
costs, compared to the non-survivors.
When the proportion of MRSA bacteremia among SAB
without an infection control strategy would be lower than 50%,
life years gained are less and costs per life year gained will be
higher for both scenarios (data not shown). Threshold analyses for
costs of infection control policies to be cost-effective are presented
in Table 2.
Effectiveness of infection control strategies
In Figure 2 we have depicted costs per life year gained as a
function of the effectiveness of an infection control policy and
attributable mortality. An infection control policy in the
replacement scenario will only be cost-effective, assuming the
Dutch threshold value for cost-effectiveness of J 20,000 per life
year gained, at higher attributable mortality rates and depends on
the effectiveness of the infection control strategy (Figure 2a). For
example, when the infection control strategy reduces MRSA
prevalence from 50% to 30% this will only be cost-effective if
attributable mortality is above 45%. If MRSA infections would be
additional to MSSA infections infection control strategies would
already be cost-neutral (i.e. paid back by additional savings) when
the MRSA prevalence is reduced from 50% to 40% with
attributable mortality of 0% and will be cost-saving with increasing
effectiveness of the MRSA control policy, for all levels of
attributable mortality (Figure 2b).
Mixing replacement and addition scenarios
Most probably both scenarios occur, and the ultimate effect of
an infection control policy will be a combination of absolute
reduction and replacement of infections. In Figure 3 we have
depicted the costs per life year gained as a function of this
interaction (horizontal axis) and the rate of attributable mortality
of MRSA as compared to MSSA (vertical axis).
With 100% replacement (no additional cases of SAB), costs per
life year gained will be over J 20,000 if attributable mortality is
less than 20%. Yet, if attributable mortality is 0%, there should be
at least an increase in SAB incidence of 7% to keep costs per life
year gained less than J 20,000. And, still without attributable
mortality, infection control would become cost-saving if the
increase in total SAB is more than 20%.
Discussion
We have developed an algorithm to determine the cost-
effectiveness of controlling nosocomial infections with antibiotic-
resistant bacteria, taking important epidemiological variables into
account. We conclude that, apart from obvious variables such as
Table 1. Baseline characteristics of patients with S. aureus
bacteremias (SAB) by outcome of hospital stay.
Outcome of patients with SAB
Survived N=159
Age, years (SD) 34 (31)
Life expectancy, undiscounted, adjusted for
comorbidity
38
Length of hospital stay ICU after SAB (SD) 14 (38)
Length of hospital stay general ward after SAB (SD) 24 (29)
Incremental costs of hospital stay after SAB (J) 32,225
Death N=30
Age, years (SD) 61 (23)
Life expectancy, undiscounted, adjusted for
comorbidity
15
Length of hospital stay ICU after SAB (SD) 5 (12)
Length of hospital stay general ward after SAB (SD) 3 (5)
Incremental costs of hospital stay after SAB (J) 9319
Values are expressed as means.
doi:10.1371/journal.pone.0011562.t001
Costs of Infection Control
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Figure 1. Incremental costs and life years gained per year infection control. In the replacement and addition scenario for estimates of
attributable mortality (AM) of MRSA bacteremia, as compared to MSSA, ranging from 0% to 50%.
doi:10.1371/journal.pone.0011562.g001
Table 2. Costs, effects and break-even values for different attributable mortality rates in the replacement and addition scenario.
Attributable mortality
0% 10% 20% 30% 40% 50%
Life years gained, discounted
Replacement 0 7.0 15.7 26.8 41.7 62.3
Addition 227.9 252.3 282.6 320.9 371.3 440.3
Total incremental costs (J)
Replacement 308,533 321,384 335,305 352,822 377,885 410,557
Addition 21,092,781 21,056,128 21,011,708 2955,961 2884,808 2789,898
Cost per life year gained per year MRSA policy (J)
Replacement NAb 45,912 21,357 13,165 9062 6590
Addition 24795 24186 23580 22979 22383 21794
Break-even values costs infection control policy per year (J)a
Replacement NAb 127,783 287,257 491,900 764,120 1,144,144
Addition 5,959,726 6,411,444 6,971,136 7,682,879 8,618,626 9,904,560
aAssuming the Dutch threshold value for cost-effectiveness of J 20,000 per life-year gained.
bNA, not applicable.
doi:10.1371/journal.pone.0011562.t002
Costs of Infection Control
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costs and effectiveness of infection control, the relative changes in
infection incidence rates caused by resistant and (more) susceptible
bacteria and the attributable mortality due to infections with
resistant bacteria have the largest impact on cost-effectiveness. The
latter two variables, though, have not been accurately quantified
for most pathogens, which seriously hampers evidence-based
decision making for many settings. Based upon recent studies the
attributable mortality due to MRSA infections probably is lower
than previously assumed [15,25], and our findings in the lower
range of attributable mortality should, therefore, be considered as
most realistic. Using the Dutch MRSA control policy as an
example we conclude that there is strong evidence that this policy
(being almost 100% effective) is cost-effective, and can even be
cost-saving from the hospital perspective, under the assumption
that MRSA infections would add to the total burden of nosocomial
S. aureus infections, and not replace current MSSA infections.
Figure 2. Costs per life year gained as a function of effectiveness of infection control policies and attributable mortality (AM). A) In
the replacement scenario. The 20,000 euro line on the vertical axis reflects the Dutch threshold value for cost-effectiveness. B) In the addition
scenario.
doi:10.1371/journal.pone.0011562.g002
Costs of Infection Control
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From a societal perspective, the improved lifespan will balance out
the cost of hospital care.
Cost-effectiveness analysis of controlling the spread of antibiot-
ic-resistant bacteria in high endemic settings has been attempted in
only few studies. In a French case-control study in an ICU with a
4% admission prevalence of MRSA, an infection control program
would be cost-saving compared to the mean costs attributable to
MRSA infections as long as the MRSA infection rate was reduced
by at least 14% [26]. And in another study in Germany, a MRSA
screening program, including pre-emptive contact isolation, was
cost-saving if at least 48% of the predicted hospital-acquired
MRSA infections would be prevented [27]. The MRSA
prevalence in this study was 20.6% in the screened high risk
group. Cost-savings achieved by screening and surveillance
programs in endemic settings [28–31] and during MRSA
outbreaks [32,33] have been reported. However, there has not
been a past cost analysis that took the possible scenarios of
replacement or addition into account, nor has the cost-effective-
ness of a MRSA control policy ever been expressed in costs per life
year gained.
As shown in this study, our MRSA control strategy would be
cost-effective and even cost-saving if MRSA infections would add
to the total number of S. aureus infections. However, when using
the same parameters for attributable mortality, costs of infection
prevention and MRSA prevalence, the same strategy might not be
considered cost-effective when MRSA infections would replace
nosocomial MSSA infections. Obviously, both scenarios will
coexist, excluding the possibility of a ‘‘100% additional’’ or
‘‘100% replacement’’ scenario. Up till now, only few studies
provide some quantification of this important parameter. In a
recent longitudinal study from the UK overall rates of SAB rose
between 1997 and 2004 which was due to an increase in MRSA
bacteremia added to a stable MSSA bacteremia rate [8], whereas
older studies provided evidence for replacement [16,17]. Impor-
tantly, in all studies only MRSA and MSSA infections were
considered. Yet, hospitalized patients are prone to colonization
and infection with many bacteria. And although preventing spread
of MRSA may reduce the incidence of MRSA infection, these
patients are still prone to infection with, for instance, Gram-
negative bacteria. Only considering MSSA and MRSA might
suggest a reduction in the total number of S. aureus infections
(supporting the scenario of addition), but might not be associated
with a reduction in the total number of nosocomial infections,
which would suggest replacement of MRSA by other antibiotic-
resistant bacteria. One might argue that the nosocomial infection
syndromes caused by S. aureus (mainly skin and soft tissue
infections, post-surgical wound infections and catheter-related
infections) do not overlap to a great extent with those caused by
Gram-negative bacteria, and that replacement might be more
relevant when reducing infections caused by certain multi-resistant
Gram-negative pathogens. Yet, to the best of our knowledge, there
are no studies available that have taken all different pathogens into
account when determining the cost-effectiveness of infection
control programs. With such data, the numbers of MSSA
infections as used in our algorithm should simply be replaced by
numbers of non-MRSA infections.
Naturally, threshold levels for costs per life year gained for
preventive measures are determined by political and societal
circumstances and will, therefore, differ per country. With the
current accepted costs per life year gained in the Netherlands of J
20,000 [34,35] our findings suggest that the Dutch infection
control policy is cost-effective or even cost-saving along the entire
range of estimates for attributable mortality rates for the addition
scenario. With the replacement scenario, though, there will always
be incremental costs due to infection control, which would be cost-
effective (according to Dutch standards) when attributable
mortality of MRSA is at least 21%. In our analyses we have used
Dutch standards for discounting life years gained, using annual
rates of 1.5%. With higher discount rates (3%), which are common
in the U.S.A. and the UK, the number of life years gained will be
lower resulting in higher costs per life year gained.
Our study has several limitations. First, our example of MRSA
control is based on data from a single tertiary care hospital in the
Netherlands, and may, therefore, not be fully generalizable to
hospitals with different care levels or to settings in other countries.
The costs associated with the MRSA policy have been calculated
for our hospital and were estimated to be J 308,533 per year
between 1991 and 2000 [11]. More recently the costs in another
large Dutch teaching hospital have been estimated at J 215,559
per year between 2001 and 2006 [36]. For simplicity, we have
used a fixed cost price, though when control measures would be
instituted in high endemic settings initial costs may well be higher.
Second, for several reasons we based our analysis on bacteremia
cases only, as they unequivocally represent infections and have
been used for determination of attributable mortality rates. If other
nosocomial infections would have been taken into account (e.g.
surgical or pulmonary) the results of our study might have been
different, depending on the life expectancy and survival rates of
patients with these infections. Third, accurately estimating
incremental length of hospital stay attributable to SAB is
hampered by omitted variable bias and simultaneity bias [37],
and our estimates, therefore might be relatively high. However as
we used incremental costs for additional length of hospital stay,
this did not influence our conclusions.
In conclusion, our study illustrates how cost-effectiveness of
controlling nosocomial infections with antibiotic-resistant bacteria
can be determined using a mathematical algorithm. Our
Figure 3. Mixing replacement and addition scenarios. Costs per
life year gained as a function of the absolute increase in MRSA
bacteremia incidence (horizontal axis) and the rate of attributable
mortality of MRSA as compared to methicillin-sensitive Staphylococcus
aureus (MSSA) (vertical axis) for the scenario that 50% of all S. aureus
bacteremias cases are caused by MRSA.
doi:10.1371/journal.pone.0011562.g003
Costs of Infection Control
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algorithm may be used in different settings, using local data, to
determine cost-effectiveness in other settings.
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Found at: doi:10.1371/journal.pone.0011562.s001 (0.07 MB
DOC)
Acknowledgments
We thank Martin Bootsma for his critical review and preparing Figure 3 of
this manuscript.
Author Contributions
Conceived and designed the experiments: MWMW BAvH MJMB.
Performed the experiments: MWMW BAvH. Analyzed the data: MWMW
GAdW BAvH MJMB. Contributed reagents/materials/analysis tools:
MWMWGAdWBAvHMJMB.Wrote the paper: MWMWGAdWMJMB.
References
1. Cosgrove SE, Sakoulas G, Perencevich EN, Schwaber MJ, Karchmer AW, et al.
(2003) Comparison of mortality associated with methicillin-resistant and
methicillin-susceptible Staphylococcus aureus bacteremia: a meta-analysis. Clin
Infect Dis 36: 53–59.
2. Reed SD, Friedman JY, Engemann JJ, Griffiths RI, Anstrom KJ, et al. (2005)
Costs and outcomes among hemodialysis-dependent patients with methicillin-
resistant or methicillin-susceptible Staphylococcus aureus bacteremia. Infect
Control Hosp Epidemiol 26: 175–183.
3. Engemann JJ, Carmeli Y, Cosgrove SE, Fowler VG, Bronstein MZ, et al. (2003)
Adverse clinical and economic outcomes attributable to methicillin resistance
among patients with Staphylococcus aureus surgical site infection. Clin Infect
Dis 36: 592–598.
4. Cosgrove SE, Qi Y, Kaye KS, Harbarth S, Karchmer AW, et al. (2005) The
impact of methicillin resistance in Staphylococcus aureus bacteremia on patient
outcomes: mortality, length of stay, and hospital charges. Infect Control Hosp
Epidemiol 26: 166–174.
5. RIVM (2005) European Antimicrobial Resistance Surveillance System.
Available: http://www.rivm.nl/earss/database/.
6. NNIS system (2004) National Nosocomial Infections Surveillance (NNIS) System
Report, data summary from January 1992 through June 2004, issued October
2004. Am J Infect Control 32: 470–485.
7. Styers D, Sheehan DJ, Hogan P, Sahm DF (2006) Laboratory-based surveillance
of current antimicrobial resistance patterns and trends among Staphylococcus
aureus: 2005 status in the United States. Ann Clin Microbiol Antimicrob 5: 2.
8. Wyllie DH, Crook DW, Peto TE (2006) Mortality after Staphylococcus aureus
bacteraemia in two hospitals in Oxfordshire, 1997-2003: cohort study. BMJ 333:
281.
9. Stelfox HT, Bates DW, Redelmeier DA (2003) Safety of patients isolated for
infection control. JAMA 290: 1899–1905.
10. Cooper BS, Stone SP, Kibbler CC, Cookson BD, Roberts JA, et al. (2004)
Isolation measures in the hospital management of methicillin resistant
Staphylococcus aureus (MRSA): systematic review of the literature. BMJ 329:
533.
11. Vriens M, Blok H, Fluit A, Troelstra A, van der Werken C, et al. (2002) Costs
associated with a strict policy to eradicate methicillin-resistant Staphylococcus
aureus in a Dutch University Medical Center: a 10-year survey. Eur J Clin
Microbiol Infect Dis 21: 782–786.
12. Melzer M, Eykyn SJ, Gransden WR, Chinn S (2003) Is methicillin-resistant
Staphylococcus aureus more virulent than methicillin-susceptible S. aureus? A
comparative cohort study of British patients with nosocomial infection and
bacteremia. Clin Infect Dis 37: 1453–1460.
13. Tacconelli E, Pop-Vicas AE, D’Agata EM (2006) Increased mortality among
elderly patients with meticillin-resistant Staphylococcus aureus bacteraemia.
J Hosp Infect 64: 251–256.
14. Shurland S, Zhan M, Bradham DD, Roghmann MC (2007) Comparison of
mortality risk associated with bacteremia due to methicillin-resistant and
methicillin-susceptible Staphylococcus aureus. Infect Control Hosp Epidemiol
28: 273–279.
15. Barnett AG, Batra R, Graves N, Edgeworth J, Robotham J, et al. (2009) Using a
longitudinal model to estimate the effect of methicillin-resistant Staphylococcus
aureus infection on length of stay in an intensive care unit. Am J Epidemiol 170:
1186–1194.
16. Linnemann CC, Jr., Mason M, Moore P, Korfhagen TR, Staneck JL (1982)
Methicillin-resistant Staphylococcus aureus: experience in a general hospital
over four years. Am J Epidemiol 115: 941–950.
17. Thompson RL, Cabezudo I, Wenzel RP (1982) Epidemiology of nosocomial
infections caused by methicillin-resistant Staphylococcus aureus. Ann Intern
Med 97: 309–317.
18. Jernigan JA, Clemence MA, Stott GA, Titus MG, Alexander CH, et al. (1995)
Control of methicillin-resistant Staphylococcus aureus at a university hospital:
one decade later. Infect Control Hosp Epidemiol 16: 686–696.
19. Robicsek A, Beaumont JL, Paule SM, Hacek DM, Thomson RB, Jr., et al.
(2008) Universal surveillance for methicillin-resistant Staphylococcus aureus in 3
affiliated hospitals. Ann Intern Med 148: 409–418.
20. van Rijen M, Bonten M, Wenzel R, Kluytmans J (2008) Mupirocin ointment for
preventing Staphylococcus aureus infections in nasal carriers. Cochrane
Database Syst Rev Oct 8: CD006216.
21. Werkgroep Infectiepreventie (2008) MRSA, Ziekenhuis. Available: http://www.
wip.nl/free_content/richtlijnen/mrsa%20ziekenhuis080310.pdf.
22. Gross CP, McAvay GJ, Krumholz HM, Paltiel AD, Bhasin D, et al. (2006) The
effect of age and chronic illness on life expectancy after a diagnosis of colorectal
cancer: implications for screening. Ann Intern Med 145: 646–653.
23. Albertsen PC, Fryback DG, Storer BE, Kolon TF, Fine J (1996) The impact of
co-morbidity on life expectancy among men with localized prostate cancer.
J Urol 156: 127–132.
24. Oostenbrink JB (2004) Standaard kostprijzen en rekenwaarden, bijlage bij
‘‘Handleiding voor Kostenonderzoek; methoden en standaard kostprijzen voor
economische evaluaties in de gezondheidszorg’’. Amstelveen: College voor
Zorgverzekeringen.
25. Ammerlaan H, Seifert H, Harbarth S, Brun-Buisson C, Torres A, et al. (2009)
Adequacy of antimicrobial treatment and outcome of Staphylococcus aureus
bacteremia in 9 Western European countries. Clin Infect Dis 49: 997–1005.
26. Chaix C, Durand-Zaleski I, Alberti C, Brun-Buisson C (1999) Control of
endemic methicillin-resistant Staphylococcus aureus: a cost-benefit analysis in an
intensive care unit. JAMA 282: 1745–1751.
27. Wernitz MH, Keck S, Swidsinski S, Schulz S, Veit SK (2005) Cost analysis of a
hospital-wide selective screening programme for methicillin-resistant Staphylo-
coccus aureus (MRSA) carriers in the context of diagnosis related groups (DRG)
payment. Clin Microbiol Infect 11: 466–471.
28. West TE, Guerry C, Hiott M, Morrow N, Ward K, et al. (2006) Effect of
targeted surveillance for control of methicillin-resistant Staphylococcus aureus in
a community hospital system. Infect Control Hosp Epidemiol 27: 233–238.
29. Clancy M, Graepler A, Wilson M, Douglas I, Johnson J, et al. (2006) Active
screening in high-risk units is an effective and cost-avoidant method to reduce
the rate of methicillin-resistant Staphylococcus aureus infection in the hospital.
Infect Control Hosp Epidemiol 27: 1009–1017.
30. Papia G, Louie M, Tralla A, Johnson C, Collins V, et al. (1999) Screening high-
risk patients for methicillin-resistant Staphylococcus aureus on admission to the
hospital: is it cost effective? Infect Control Hosp Epidemiol 20: 473–477.
31. Lee BY, Bailey RR, Smith KJ, Muder RR, Strotmeyer ES, et al. (2010)
Universal Methicillin-Resistant Staphylococcus aureus (MRSA) Surveillance for
Adults at Hospital Admission: An Economic Model and Analysis. Infect Control
Hosp Epidemiol 31: 598–606.
32. Karchmer TB, Durbin LJ, Simonton BM, Farr BM (2002) Cost-effectiveness of
active surveillance cultures and contact/droplet precautions for control of
methicillin-resistant Staphylococcus aureus. J Hosp Infect 51: 126–132.
33. Bjorholt I, Haglind E (2004) Cost-savings achieved by eradication of epidemic
methicillin-resistant Staphylococcus aureus (EMRSA)-16 from a large teaching
hospital. Eur J Clin Microbiol Infect Dis 23: 688–695.
34. Casparie AF, van Hout BA, Simoons ML (1998) Guidelines and costs. Ned
Tijdschr Geneeskd 142: 2075–2077.
35. Raad voor de Volksgezondheid en Zorg (2006) Zinnige en duurzame zorg.
Zoetermeer.
36. van Rijen MM, Kluytmans JA (2009) Costs and benefits of the MRSA Search
and Destroy policy in a Dutch hospital. Eur J Clin Microbiol Infect Dis 28:
1245–1252.
37. Graves N, Weinhold D, Tong E, Birrell F, Doidge S, et al. (2007) Effect of
healthcare-acquired infection on length of hospital stay and cost. Infect Control
Hosp Epidemiol 28: 280–292.
Costs of Infection Control
PLoS ONE | www.plosone.org 7 July 2010 | Volume 5 | Issue 7 | e11562
